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Abstract 1 
Objective: To examine women’s views on the usefulness of various types of information and 2 
practical sessions on weight control, their preferences for program delivery, and likelihood of 3 
participation. 4 
Design and methods: Cross-sectional mail survey. 5 
Subjects:  462 women aged 18-33 years.   6 
Setting: Women randomly selected from the community. 7 
Main outcome measures:  Perceived usefulness of various types of information and practical 8 
classes on weight control; preferred mode of delivery; willingness to participate. 9 
Data analyses:  Descriptive analyses were conducted to examine: the proportion interested in 10 
weight control; views of the usefulness of the various types of information and practical 11 
sessions; preferences for program delivery; and likeliness of participation. Crosstabulations 12 
were conducted to examine differences by domestic situation, education and weight status. 13 
Results: 82% of women were interested in trying to lose or control weight.  Information on 14 
weight control was considered to be more useful than practical sessions. Information about 15 
meal planning, cooking and low-fat recipes and how to manage stress were considered most 16 
useful. 58% of women reported they would prefer to participate in an individual face-to-face 17 
program delivered by a health professional.  31% of women reported it was very likely they 18 
would participate in a program if it included the sort of things they considered useful and was 19 
offered in the way they preferred; a further 35% felt it ‘likely’. 20 
Conclusion: Health professional-delivered, individual, information-based programs appear 21 
most popular among this target group.  Tailoring the content and delivery mode of weight 22 
management programs to young women’s preferences may enhance program participation. 23 
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Introduction 25 
 26 
Throughout the developed world overweight and obesity are conditions that affect a large and 27 
increasing proportion of children and adults across the socio-economic spectrum.  In 28 
countries like the USA, Britain, Canada and Australia as many as one in four children and 29 
adolescents, and more than half of the adult population carry excess fatness that puts them at 30 
increased risk for a range of chronic conditions (1).  The costs to the health care system are 31 
staggering and are likely to increase significantly given current trends (2).  Although 32 
overweight and obesity are recognised as serious health issues that require urgent action, 33 
public health authorities currently lack effective strategies to tackle these problems.  One of 34 
the major public health challenges of the 21st century is to develop and implement affordable 35 
and sustainable weight control strategies that can impact on large segments of the population.   36 
 37 
Expert groups have suggested a range of potential approaches to prevent and manage the 38 
obesity epidemic (3-5).  These range from individual, family and settings-based strategies to 39 
inform and encourage the population to make healthier dietary and physical activity choices, 40 
through to strategies aimed at modifying the physical and policy level influences on diet and 41 
activity in order to create more supportive environments.  Given the extent of the obesity 42 
epidemic, the diverse population groups that are affected, and the need to both prevent 43 
unhealthy weight gain in currently healthy weight individuals and assist those with an 44 
existing weight problem, it seems likely that a combination of different approaches will be 45 
required.  Regardless of the approaches that are finally adopted to tackle the epidemic, it will 46 
be important for public health authorities to have an understanding of the kinds of help the 47 
community is seeking in their efforts to control their weight in order to tailor programs to 48 
meet community needs and thus maximize participation and retention. 49 
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 50 
A review of the literature reveals there has been surprising little research that has examined 51 
community views on the desirable attributes of weight control programs.  There have been 52 
only two studies that we could identify from the published literature.  In their study of 53 
consumer preferences, Sherwood et al surveyed just over 600 participants aged 20-45 years in 54 
their community-based Pound of Prevention Study (6).  They found that among their 55 
community volunteers, interest was stronger for mail-based programs than for face-to-face 56 
programs.  In terms of program content, exercise, stress and eating, recipe cookbooks and 57 
dietary assessment were the topics most preferred by the study participants.  Similar research 58 
with urban dwelling American-Indian women showed that among those interested in losing 59 
weight the features considered the most important were the inclusion of exercise as part of 60 
the program, advice on how to fit healthful eating and exercise into daily routines and low-fat 61 
cooking demonstrations (7).   62 
 63 
Apart from the two studies described above, we are not aware of any other research that has 64 
examined community preferences for weight control programs.  This paper examines young 65 
women’s views on the usefulness of various types of information and practical sessions on 66 
weight control, their preferences for mode of program delivery, and their likelihood of 67 
participating in a weight control program that meets their preferences.  We focus on young 68 
adult women, since this is a group known to be concerned about their weight (8) and to be at 69 
particular risk of weight gain (9,10). We have previously shown that young women’s ability 70 
to engage in weight gain prevention strategies such as healthy low-fat eating and physical 71 
activity is influenced by women’s current weight, as well as by socio-demographic factors 72 
such as their household composition (11,12), we also examined how weight control program 73 
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preferences varied by weight status, socioeconomic status and household 74 
composition/domestic situation. 75 
 76 
Methods  77 
 78 
Participants 79 
A sample of 1200 women was selected from the Australian Electoral Roll using a stratified 80 
random sampling procedure, with strata based on the number of eligible cases in the eight 81 
States/Territories of Australia. The electoral roll provides a complete record of population 82 
data on Australian residents aged 18 years and over, as voting is compulsory for Australian 83 
adults.  A total of 462 women participated; a response rate of 41% after excluding those who 84 
had moved and left no forwarding address.  Although this represents a modest response rate, 85 
it is consistent with those achieved in population health surveys (e.g., 13) and with 86 
international trends of declining survey participation (14).  It is also noteworthy that a recent 87 
review of the survey research literature suggests that a modest response rate does not 88 
necessarily impact on the validity of the findings (14).   89 
 90 
Procedures 91 
A questionnaire, invitation to participate, consent form and a reply-paid envelope were 92 
mailed to the women in October 2001. The questionnaire was pilot-tested with a group of 10 93 
women in the same age group as the participants. A reminder postcard was sent to non-94 
responders two weeks after the initial mailing and a second reminder (with replacement 95 
questionnaire) was mailed a further three weeks later to maximise the response.  The research 96 
procedures were approved by the Deakin University Human Ethics Committee. 97 
 98 
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Measures 99 
Socio-demographic information 100 
The women were asked to report their current age in years.  Educational attainment was 101 
assessed by asking “What is your highest level of schooling” with response options; still at 102 
school; primary school; some high school; completed high school; technical or trade school 103 
certificate/apprenticeship; university or tertiary qualified. For the purposes of analysis, the 104 
women were categorised as tertiary educated or not tertiary educated.  Domestic situation was 105 
assessed by asking “Who lives with you” with response options: No-one, I live alone; 106 
Partner/spouse; Own children; someone else’s children; parents; brothers/sisters; other adult 107 
relatives; other adults who are not family members. This was subsequently re-categorized as 108 
living with parental family; living alone/share ‘flatting’; living with partner (no children); or 109 
living with children (including those living with partner and child/ren, and single mothers). 110 
 111 
Height and weight 112 
Women were asked to self-report their height and weight which was used to calculate Body 113 
Mass Index (BMI = weight (kg)/height (m2)). Self-reported height and weight have been 114 
shown to provide a reasonably valid measure of actual height and weight for the purpose of 115 
investigating relationships in epidemiological studies (15). Based on international cut points 116 
(2), women with a BMI>25 were classified as overweight. 117 
 118 
Preferences for program content  119 
Women were asked if they were interested in or were trying to lose weight, prevent weight 120 
gain, or control their body shape. Those women who answered yes were asked how useful 121 
(‘Not at all useful to me’; ‘Somewhat useful to me’; ‘Very useful to me’) they would find 122 
information about and practical classes on: a structured exercise program; how to increase 123 
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physical activity levels; diet/how to eat healthy foods meal planning, cooking, and low-fat 124 
recipes; how to eat healthy foods when out (see Table 1 for a complete list of the items).   125 
 126 
Preferences for mode of program delivery 127 
To assess preferences for different modes of program delivery, women were asked “If you 128 
were given the opportunity to participate in a weight control program, which one of the 129 
following types of program would you most prefer”. Response options were:  an individual 130 
face-to-face program delivered by a health professional; a group face-to-face program 131 
delivered by a health professional; a self-help program offered through the mail; a self-help 132 
program offered by mail with telephone back-up; a self-help program offered over the 133 
internet; some other kind of program. 134 
 135 
Likelihood of participation in a weight control program 136 
Participants were asked “If there were a weight control program that included the sort of 137 
things you considered useful and it was offered in the way you prefer, how likely is it you 138 
would participate” (‘very unlikely’; ‘unlikely’; ‘not sure’; ‘likely’; ‘very likely’). 139 
 140 
Statistical Analyses 141 
Analyses were conducted using SPSS version 11.0.0 statistical software (16). Initially 142 
descriptive analyses (frequencies) were conducted to examine: the proportion of women who 143 
were interested in trying to lose weight, prevent weight gain or control body shape; these 144 
women’s views of the usefulness of the various types of information and practical sessions; 145 
preferences for program delivery; and the likeliness of participation in a weight control 146 
program. Crosstabulations were then conducted on each item to examine differences by 147 
women’s domestic situation, educational status and weight status. 148 
  
10
10
 149 
Results 150 
 151 
Profile of participants 152 
The 462 women surveyed within this study ranged in age from 18 to 33 years (median age 26 153 
years). Demographic characteristics of the women are described in detail elsewhere (12). 154 
Briefly, just under half of the women in the sample were tertiary educated (42%), 36% of 155 
women were married and almost a third (30%) had one or more children. Almost one third of 156 
the women (31%) were overweight.  A total of 372/462 women (82%) reported that they 157 
were interested in or were trying to lose weight, prevent weight gain, or control their body 158 
shape. The demographic characteristics of these women were similar to those of the whole 159 
sample.   160 
 161 
Preferences for program content 162 
The women’s views of the usefulness of the various types of information and practical 163 
sessions are presented in Table 1. The items that were rated as most useful included 164 
‘information about meal planning, cooking and low-fat recipes’ and ‘information about how 165 
to manage stress’. The items that were considered by the women to be the least useful were 166 
‘practical sessions on how to eat healthy when you are out’ and ‘practical sessions on how to 167 
increase your physical activity levels’. In general, women were more likely to describe 168 
information as more useful to them than practical sessions (classes). 169 
 170 
INSERT TABLE 1 HERE 171 
 172 
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There were no significant differences in women’s views of the usefulness of the various types 173 
of information and practical sessions by their domestic situation.  However, there were 174 
differences between women who were tertiary educated and those who were not, and between 175 
women who were overweight and those who were not. Women without a tertiary education 176 
were more likely than those with tertiary qualifications to describe information about how to 177 
increase physical activity levels, information about diet/how to eat healthy foods, information 178 
about meal planning, cooking and low-fat recipes, and information about eating healthy foods 179 
when out as somewhat or very useful to them (Table 2). Overweight women were more likely 180 
than women who were not overweight to describe the information and practical sessions 181 
listed in Table 3 as very useful to them in helping them to control their weight.  182 
 183 
INSERT TABLE 2 HERE 184 
 185 
Preferences for mode of program delivery 186 
Fifty-eight percent of women reported they would most prefer to participate in an individual 187 
face-to-face weight control program delivered by a health professional.  Other modes of 188 
program delivery were far less popular.  Only 15% nominated a group face-to-face program 189 
delivered by a health professional; 13% nominated a self-help program offered through the 190 
mail; 6% nominated a self-help program offered by mail with telephone backup; 4% 191 
nominated a self-help program offered over the internet (4%); and 3% nominated another 192 
kind of program. There were no significant differences in preferences for mode of program 193 
delivery according to educational, domestic or weight status. 194 
 195 
INSERT TABLE 3 HERE 196 
 197 
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Likelihood of participation in a weight control program 198 
The women were asked how likely they would be to participate in a weight control program 199 
that included the sort of things they considered useful and was offered in the way they 200 
preferred.  Almost a third of the women (31%) reported it was ‘very likely’ they would 201 
participate, 35% felt it ‘likely’, 21% were uncertain; 6% were ‘unlikely to participate and a 202 
further 8% were ‘very unlikely’. Reported likelihood of participating in a weight control 203 
program did not differ according to women’s domestic situation. Women without a tertiary 204 
education were more likely than those with a tertiary education to report they were ‘likely’ or 205 
‘very likely’ to participate in a weight control program (71% vs. 58% respectively). 206 
Overweight women were more likely than women not overweight to report were ‘likely’ or 207 
‘very likely’ to participate (75% and 60% respectively). 208 
 209 
Discussion 210 
 211 
This study is unique in that it is one of only a few to have examined community preferences 212 
regarding the content and format of weight control programs.  It shows that a majority of 213 
young adult women are interested in trying to lose weight, prevent weight gain, or control 214 
their body shape, that they have specific views about the kinds of help they would like in 215 
their efforts to control their weight, and that a significant proportion, perhaps as many as a 216 
third, would be very likely to participate in a program that catered to their preferences.  217 
However, as Sherwood et al noted in their study (6), there is likely to be a discrepancy 218 
between stated interest and actual participation in a weight control program.  Nonetheless, the 219 
findings of the present study are important, since they provide an insight into the kinds of 220 
help women want as they attempt to achieve or maintain a healthy weight. 221 
 222 
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Generally the women surveyed reported they would prefer a weight control program to 223 
provide information rather than to include practical classes, although many of the overweight 224 
women did see classes as being very useful for them.  The demand for information by the 225 
women is surprising given that there is already a great deal of information about nutrition, 226 
physical activity and weight control available to consumers.  However, the fact that the 227 
women wanted information to be included in weight control programs suggests they don’t 228 
currently have access to good quality information regarding eating and physical activity and 229 
weight control.  Other research has shown that women don’t trust nutrition and weight loss 230 
information from popular sources like magazines (17,18) and it may be that the plethora of 231 
information that is currently available simply serves to confuse women.  Whatever their 232 
reasons, it appears that there is a demand for information about a range of weight control 233 
issues among women and the inclusion of information should therefore be an important 234 
consideration for those developing community weight control programs. 235 
 236 
Unlike participants in the Pound of Prevention study, who preferred mail based rather than 237 
face-to-face programs (6), the women in the present study were more interested in face-to-238 
face weight control programs that those delivered in other ways (i.e., via mail, telephone or 239 
the internet).  It is noteworthy that the preferred mode of program delivery did not vary 240 
according to the women’s domestic situation.  Given that our previous research has shown 241 
that women with children more often cite lack of time as a barrier to weight maintenance (11) 242 
we might have expected them to be more interested in self-help programs, however this was 243 
not the case.  Almost 60% of all women interested in weight control in the present study 244 
wanted an individual face-to-face program delivered by a health professional, with relatively 245 
few interested in a group-based program.  The low level of stated interest in self-help and 246 
group-based programs has important implications for public health efforts to promote healthy 247 
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weight.  Although such programs are appealing because of their low cost and their potential 248 
to reach large numbers of people, the present findings suggest that population approaches that 249 
rely on group-based or self-help formats are likely to meet with limited success among young 250 
women because of a lack of uptake.   251 
 252 
If health professionals are to play a role in promoting healthy weight as young women would 253 
like, it will be necessary to upgrade their existing knowledge and skill levels.  There is a 254 
substantial body of evidence which indicates that the majority of family physicians are ill-255 
equipped to address issues relating to overweight and weight control (19-21), and even 256 
qualified dietitians do not employ all the elements of known best practice in the management 257 
of their overweight clients, with many describing their training in the area as poor (22).  258 
Given the costs associated with health professionals delivering one-to-one weight control 259 
programs, it may be necessary to consider other models of delivery.  One such example is the 260 
‘Green Prescription’, whereby health professionals provide only brief intervention and 261 
‘prescribe’ lifestyle change to their clients (23).  Other approaches that could potentially 262 
reduce the time health professional spend with clients (and thus the cost of program delivery), 263 
while still meeting women’s stated needs, might include the use of computer based expert 264 
systems (24) or the internet (25,26). 265 
 266 
Conclusion 267 
 268 
It appears that health professional-delivered, individual, information-based weight control 269 
programs are the most popular among young adult women.  Tailoring the content and 270 
delivery mode of weight management programs to match consumer preferences may enhance 271 
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program participation and adherence.  The challenge for public health will be to implement 272 
tailored weight control programs that meet young women’s needs in a cost-efficient manner.   273 
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Table 1. Perceived usefulness of various types of information and practical sessions in 
helping women to control weight (n=372). 
 Perceived usefulness 
 
 
Not at all 
useful (%) 
Somewhat 
useful (%) 
Very useful 
(%) 
Information about a structured exercise program 19 38 44 
Practical sessions (classes) on structured exercise 25 41 34 
Information about how to increase your physical 
activity levels 
 
22 
 
36 
 
42 
Practical sessions (classes) on how to increase your 
physical activity levels 
 
34 
 
36 
 
31 
Information about diet/how to eat healthy foods 23 33 44 
Practical sessions (classes) about diet/how to eat 
healthy foods 
 
36 
 
29 
 
36 
Information about meal planning, cooking, and low-
fat recipes 
 
19 
 
27 
 
54 
Practical sessions (classes) on meal planning, 
cooking, and low-fat recipes 
 
31 
 
26 
 
43 
Information about how to eat healthy foods when 
you are out 
 
22 
 
39 
 
40 
Practical sessions (classes) about how to eat healthy 
foods when you are out 
 
43 
 
30 
 
27 
Information about how to manage stress 17 35 49 
Practical sessions (classes) about how to manage 
stress 
 
31 
 
29 
 
40 
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Table 2. Perceived usefulness of various types of information and practical sessions in 
helping women to control weight - differences by socioeconomic status* (n=372).  
 
 
 Non-tertiary 
educated  
(%) 
Tertiary 
educated  
(%) 
 
p-value 
     
Information about how to 
increase your physical activity 
levels 
Not at all useful to me 
Somewhat useful to me 
Very useful to me 
15 
40 
45 
33 
31 
37 
 
<0.001 
     
Information about diet/how to 
eat healthy foods 
Not at all useful to me 
Somewhat useful to me 
Very useful to me 
18 
35 
47 
29 
32 
39 
 
0.039 
     
Information about meal 
planning, cooking, and low-fat 
recipes 
Not at all useful to me 
Somewhat useful to me 
Very useful to me 
15 
28 
57 
25 
24 
51 
 
0.048 
     
Information about how to eat 
healthy foods when you are 
out 
Not at all useful to me 
Somewhat useful to me 
Very useful to me 
17 
43 
40 
28 
33 
39 
 
0.026 
     
Practical sessions (classes) 
about how to eat healthy foods 
when you are out 
Not at all useful to me 
Somewhat useful to me 
Very useful to me 
38 
37 
25 
48 
22 
30 
 
0.007 
     
*only significant associations presented 
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Table 3. Perceived usefulness of various types of information and practical sessions in 
helping women to control weight - differences by weight status (n=372).  
 
 
 Not 
overweight 
(%) 
Overweight 
(%) 
 
p-value 
Information about how to increase 
your physical activity levels 
Not at all useful to me 
Somewhat useful to me 
Very useful to me 
27 
37 
36 
16 
35 
49 
 
0.026 
  
Practical sessions (classes) on how to 
increase your physical activity levels 
Not at all useful to me 
Somewhat useful to me 
Very useful to me 
37 
38 
25 
28 
33 
39 
 
0.026 
     
Information about diet/how to eat 
healthy foods 
Not at all useful to me 
Somewhat useful to me 
Very useful to me 
28 
36 
37 
15 
31 
55 
 
0.003 
     
Practical sessions (classes) about 
diet/how to eat healthy foods 
Not at all useful to me 
Somewhat useful to me 
Very useful to me 
43 
29 
28 
23 
27 
50 
 
<0.001 
  
Information about meal planning, 
cooking, and low-fat recipes 
Not at all useful to me 
Somewhat useful to me 
Very useful to me 
23 
29 
47 
12 
22 
66 
 
0.003 
     
Practical sessions (classes) on meal 
planning, cooking, and low-fat 
recipes 
Not at all useful to me 
Somewhat useful to me 
Very useful to me 
36 
28 
36 
25 
22 
53 
 
0.009 
     
Information about how to eat healthy 
foods when you are out 
Not at all useful to me 
Somewhat useful to me 
Very useful to me 
28 
36 
37 
15 
41 
42 
 
0.020 
*only significant associations presented 
